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Abstract

Background: There are several methods for managing postpartum pain. The combined use of drugs with anesthetics can lead

to effective pain management.

Objectives: The present study aimed to compare the analgesic effects of ropivacaine (RPV) + dexamethasone (DEXA) and RPV +

dexmedetomidine (DEX) on pain after cesarean section (CS) using the transversus abdominis plane (TAP) block.

Methods: This double-blind, randomized clinical trial employed a quadruple block randomization method and included 40

participants scheduled for CS at Ayatollah Mousavi Hospital in Zanjan, Iran, during 2020 - 2021. The participants were divided

into two groups: The first group received 15 mL of RPV 2% combined with 100 µg of DEX via the bilateral TAP block method, while

the second group received 15 ml of RPV 2% combined with 8 mg of DEXA. The analgesic effects of the two drug combinations

were evaluated at 0, 3-, 6-, 12-, and 24-hours post-CS using the visual analog scale (VAS) to measure pain intensity. Data analysis

was conducted using SPSS software, version 24.

Results: In the RPV + DEX group, the onset of pain was delayed, resulting in a longer duration before the administration of

painkillers (P = 0.041 and P < 0.001). However, pain intensity between 3- and 24-hours post-surgery was significantly higher in

the RPV + DEX group compared to the RPV + DEXA group (P = 0.028, P < 0.001). The RPV + DEX group experienced longer

durations before the onset of pain and the need for painkillers (P = 0.041, P < 0.001). Hypotension was more frequently observed

in the RPV + DEXA group at 0 hours (P = 0.068) and 3 hours post-surgery (P = 0.003). Additionally, bradycardia and sedation

incidences were higher in the RPV + DEXA group at 3 hours post-surgery (P = 0.005, P = 0.048).

Conclusions: The use of RPV + DEXA, unlike RPV + DEX, demonstrated positive and significant effects on pain management in

female CS candidates using the TAP block method, despite its side effects.
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1. Background

Cesarean section (CS) is a prevalent procedure in

obstetrics that involves delivering a fetus through an
incision in the abdominal wall and uterus (1). This

surgery often leads to moderate to severe pain within

the first 48 hours post-operation, impacting
breastfeeding and mother-infant interaction (2). The

transverse abdominis plane (TAP) block is an anesthetic
technique in which local anesthetic (LA) drugs are

injected into the TAP, located between the internal
oblique (IO) and transversus abdominis (TA) muscles (3).

This method anesthetizes the abdominal wall nerves,
thereby reducing the need for narcotics and decreasing

postoperative nausea and sedation, although it offers

only short-duration analgesia (4, 5).

Recent studies have reported that using the TAP block

with ropivacaine (RPV), a LA, can significantly reduce

opioid consumption following CS (6-9). Ropivacaine is

typically employed for local, regional, or epidural

anesthesia in the lumbar or sacral regions. Its

mechanism of action involves reducing the

permeability of nerve cells to sodium, thereby

increasing the action potential threshold and
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preventing the generation and conduction of nerve

signals (10). Ropivacaine is preferred over short-acting

drugs such as mepivacaine or lidocaine due to its
efficacy in prolonging postoperative analgesia and

extending the duration of nerve blocks (11).

Despite the benefits of long-term nerve blocks,

particularly post-surgery, increasing the concentration

or dosage of RPV to prolong analgesia can lead to local

and systemic toxicity. To extend the duration of

analgesia after CS without increasing the drug

concentration or dose, and to minimize side effects,

including motor neuron block, various adjunctive drugs

have been investigated to enhance the therapeutic

effects of LAs (12).

Dexmedetomidine (DEX) is an alpha-2 adrenergic

receptor agonist known to lower the shivering
threshold. It exhibits sedative, analgesic, sympatholytic,

and hemodynamic modulation effects while also

reducing anesthetic requirements. Adding DEX to RPV at

0.5% has proven more effective than fentanyl for diabetic

patients undergoing surgery (13, 14). Recent findings
indicate that DEX can reduce the incidence of

postoperative shivering (15).

Dexamethasone is a long-acting glucocorticoid with

an anti-inflammatory potency 25 times greater than that

of cortisol, and it lacks mineralocorticoid properties

(16). Glucocorticoids can alleviate peripheral pain by
altering plasma endorphin levels (17). Numerous studies

highlight the effectiveness of drug combinations in

reducing postoperative pain following CS (18-21).

However, research has shown that RPV alone is

insufficient for pain control after CS (22, 23). Literature
reviews reveal that combining DEXA with RPV in the TAP

block technique can extend analgesia duration in

various abdominal surgeries (16, 24, 25).

A study by Gao et al. suggests that dexamethasone

does not extend the duration of sensory block as

effectively as DEX. This finding highlights the need for

further research with varying dosages to determine the

optimal dose of dexamethasone for enhancing the

sensory block induced by anesthetic agents. To address

this knowledge gap, we designed the current study (26).

To date, no study has evaluated the combined effect of

RPV with both DEX and DEXA in CS. Therefore, we aimed

to compare the analgesic effects of RPV + DEXA and RPV

+ DEX on postoperative pain following CS using the TAP

block method.

3. Methods

3.1. Study Design

This randomized controlled trial was conducted

from April 2021 to December 2021, utilizing a

randomized block design method. The inclusion criteria
included patients classified as American Society of

Anesthesiologists (ASA) class I - II, candidates for elective
CS, suitable for spinal anesthesia, and with a Body Mass

Index (BMI) of less than 30. Exclusion criteria were

elective surgeries lasting more than three hours,
contraindications to spinal block (such as coagulopathy,

neurological disorders, spinal infection, or allergies to
LAs), visible spinal deformities, the potential need to

switch to general anesthesia, a history of chronic or

acute headaches, a BMI over 30, recent spinal anesthesia

or epidural within the past 15 days, drug addiction, and

drug allergies. Additionally, subjects who experienced
mortality during the study period, patients with

bedsores, those using psychiatric medications, or those
who had previously used painkillers before undergoing

CS were excluded from the study (Figure 1).

The study protocol was approved by the Ethics

Committee of Zanjan University of Medical Sciences,

Zanjan, Iran, under the ethical code

IR.ZUMS.REC.1400.022. Written informed consent was

obtained from all participants.

3.2. Intervention Groups

Using a non-probability sampling method, 40

women scheduled for non-emergency CS and referred to

Ayatollah Mousavi Hospital, part of Zanjan University of

Medical Sciences (Iran), were selected for this study.

Patients aged 18 - 35 years were randomly assigned to

two groups of 20 each. Based on the number of groups

and the calculated sample size, six permutations (BAAB,

BABA, BBAA, ABAB, AABB, and ABBA) were considered.

These permutations were written on six cards, which

were then selected randomly to determine the order of

group assignment.

The first group received 15 mL of RPV 2% plus 100 µg
of DEX using the bilateral TAP block method, while the

second group received 15 mL of RPV 2% plus 8 mg of

DEXA. Both RPV and DEX were provided by VARIAN
Farmed, Iran (17). All blocks were administered by a

single specialist (the first author), which precluded
blinding during the procedure; thus, patients were

informed about the injected drug. However, the resident

who recorded the results (the second author) was
unaware of the group assignments, ensuring that the

study was conducted in a blinded manner.

Based on findings from a comparable study (17), it is

projected that supplementing RPV with DEX could delay

pain onset by approximately 1.1 hours, with a standard

deviation of 1.22 hours. Using Power and Sample Size

https://brieflands.com/articles/aapm-147872
https://ethics.research.ac.ir/ProposalCertificateEn.php?id=189518


Jamshidi M et al. Brieflands

Anesth Pain Med. 2024; 14(5): e147872 3

Figure 1. The entry and exit of patients in the present study based on Consort criteria.

software and accounting for a 0.05 probability of type I

error and 80% power, the required sample size was

calculated to be 18 individuals per group. To account for

a 10% attrition rate, the final sample size was adjusted to

20 individuals per group, totaling 40 participants.

All participants received spinal anesthesia via the

classic paramedian method, performed by an

anesthesiologist. This technique involves identifying the

L3-L4 or L4-L5 intervertebral space, then moving the

insertion point 1 cm laterally and 1 cm downward. The

needle is angled 10 - 15 degrees medially and 10 - 15

degrees towards the pelvis to reach the subarachnoid

space, where 15 mg of 0.5% bupivacaine (VARIAN Farmed,

Iran) is injected.

The ultrasound-guided technique is considered the

gold standard for TAP blocks due to its ease of use and

safety, allowing for direct visualization of the needle

before injecting the LA. Patients are positioned supine

during the procedure. A high-frequency linear or curved

ultrasound transducer with gel is placed on the

abdomen for optimal contact and ultrasound wave

transmission. In ultrasound imaging, the skin and

subcutaneous fat appear as the most superficial layers,

with three muscle layers beneath them: External

oblique, IO, and TA. The IO muscle is typically the

thickest, while the TA muscle is the thinnest. If the layer

boundaries are unclear, adjusting the ultrasound depth

can confirm the presence of the bowel below the TA

muscle. Posterior scanning shows the IO and TA muscles

meeting to form the thoracolumbar fascia. Internally,

the aponeuroses of these muscle layers converge to

form the rectus sheath.

Once the TAP compartment is identified with the

ultrasound probe, the skin is infiltrated with lidocaine,

and a block needle is inserted using the in-plane

technique while ensuring continuous visualization of

the needle tip with ultrasound. The needle is advanced

between the IO and TA muscles, and LA is slowly injected

after confirming negative aspiration of blood. As the LA

is injected, the TAP compartment separates,

hydrodissects, or "unzips," pushing the TA muscle

downward. We administered 15 mL of the solution on

each side of the patient.

After the injection, patients were taken to the

recovery room and monitored for vital signs,

postoperative pain, pulse oximetry, and side effects. For

https://brieflands.com/articles/aapm-147872
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patients with a pain score higher than 4 on the Visual

Analog Scale (VAS), oral acetaminophen tablets were

prescribed. Pain levels were monitored for 24 hours

post-surgery.

In this study, we developed a research instrument

that included demographic information, a pain

assessment tool, and information on drug side effects.

Pain intensity was measured using the VAS, a validated

and reliable measure that is widely used in numerous

studies. The checklist was completed by the second

author, who is the resident responsible for the thesis.

The patient's baseline blood pressure was recorded

before the intervention, with a drop exceeding 20%

considered hypotension, which was initially managed

with fluid therapy. If hypotension persisted despite fluid

therapy, 5 mg of vasopressor medication was

administered intravenously. Heart rate was also assessed

before the intervention, and bradycardia (defined as a

heart rate below 55 beats per minute) was treated with

0.6 mg of intravenous atropine. Pain management was

stratified based on pain intensity: Oral acetaminophen

for pain scores between 3 and 5, additional painkillers

for scores above 5, and narcotic drugs (pethidine)

intravenously for scores exceeding 7. Inadvertent

intravascular injection of DEX during the procedure

resulted in patient sedation; if observed, patients were

monitored until full consciousness was regained.

Subsequently, all patients underwent monitoring, with

blood pressure and heart rate assessed using oximetry

before and after cesarean delivery. Drug side effects

following CS included apnea, hypotension, prolonged

unconsciousness, nausea, and vomiting at 3-, 6-, and 12-

hours post-surgery, as well as 24 days after the

procedure.

3.3. Instruments

Data collection utilized a checklist encompassing

demographic information such as age, gender, weight,

and medical history. The checklist underwent validation

by five experts in the Department of Pediatrics at Zanjan

University of Medical Sciences. Pain intensity was

evaluated using the VAS, a self-report tool endorsed in

Iran, comprising a 10-cm line ranging from zero (no

pain) to ten (severe pain). Scores of 1 - 3, 4 - 6, and 7 - 10

corresponded to mild, moderate, and severe pain,

respectively.

3.4. Data Analysis

The collected data were entered into SPSS software

(version 24, IBM, Armonk, NY) and summarized using

the mean (standard deviation) for continuous variables

and frequency (percentage) for categorical variables.

Inter-group comparisons were performed using the

Independent t-test, Mann-Whitney test, chi-square test,

and logistic regression model as appropriate. Statistical

significance was determined at a threshold of P < 0.05.

4. Results

Throughout the study period, 124 individuals

underwent evaluation for CS, out of which 40 met the

inclusion and exclusion criteria and were included in

our study. The study commenced and concluded with 40

participants (twenty in each group) (Figure 1).

In both the RPV + DEX and RPV + DEXA groups, the

mean (SD) age of participants was 25.3 (31.3) years and

27.0 (1.81) years, respectively, showing no statistically

significant difference (P = 0.134). Similarly, the mean

(SD) gestational age of mothers in the RPV + DEX and

RPV + DEXA groups was 34.60 (1.27) weeks and 35.50

(1.93) weeks, respectively, with no significant difference

noted (P = 0.090). However, it is noteworthy that the

BMI of mothers in the RPV + DEX group was significantly

higher than that in the RPV + DEXA group (P = 0.018).

Regarding the ASA classification, there was no

significant difference between the mothers in the RPV +

DEX group and those in the RPV + DEXA group (P =

0.723). This indicates that both groups had similar

overall health statuses in terms of anesthesia risk

stratification. Table 1 provides a comprehensive

overview of these demographic and clinical

characteristics, allowing for a more detailed

examination of the differences between the two groups.

Moving on to the assessment of postoperative pain

intensity following CS, Table 2 presents the mean (SD)

pain intensity at various time points, including 0, 3, 6,

12, and 24 hours postoperatively. Notably, the pain

intensity between 3- and 24-hours post-operation was

significantly higher in the RPV + DEX group compared to

the RPV + DEXA group (P = 0.028, P < 0.001, respectively).

This indicates that individuals in the RPV + DEX

group experienced more pronounced pain between 3

and 24 hours postoperatively than those in the RPV +

DEXA group.

Table 3 further elaborates on the duration between

surgery completion and pain onset, as well as the

duration of painkiller requirement. Notably, both these

durations were significantly longer in the RPV + DEX

group compared to the RPV + DEXA group (P = 0.041 and

P < 0.001, respectively). This suggests that participants

in the RPV + DEX group experienced a delayed onset of

pain, resulting in a longer interval before pain relief

intervention was needed.

https://brieflands.com/articles/aapm-147872


Jamshidi M et al. Brieflands

Anesth Pain Med. 2024; 14(5): e147872 5

Table 1. Comparison of Demographic and Basic Variables Between the Two Groups Participating in the Study a

Variable and Category Ropivacaine Dexmedetomidine Group (n = 20) Ropivacaine Dexamethasone Group (n = 20) P-Value

Age, (y) 25.30 (3.31) 27 (1.81) 0.134 b

Gestational age, (w) 34.60 (1.27) 35.50 (1.93) 0.090 c

BMI, kg/m 2 27.55 (3.18) 25.40 (3.27) 0.018 c

ASA 0.723 d

I 14 (70) 15 (70)

II 6 (30) 5 (25)

a Values are expressed as mean (SD).

b Independent t-test.

c Mann-Whitney test.

d Chi-square test.

Table 2. Comparison of Pain Measured at Different Times Between the Two Groups Participating in the Study a

Variable and Time Ropivacaine Dexmedetomidine Group (n = 20) Ropivacaine Dexamethasone Group (n = 20) P-Value Unjustified P-Value Justified b

Pain intensity  c

0 1.3 (0.47) 1.20 (0.41) 0.602 0.560

3 2.35 (0.49) 1.8 (0.77) 0.033 0.028

6 2.7 (0.73) 2.5 (0.76) 0.035 0.024

12 3.65 (0.67) 2.5 (0.76) < 0.001 < 0.001

24 3.75 (0.97) 2.5 (0.51) < 0.001 < 0.001

a Values are expressed as mean (SD).

b Adjusted for Body Mass Index.

c Adjustment by Benjamini-Hochberg method using an independent t-test.

In terms of complications post-CS, including
hypotension, bradycardia, sedation, nausea, and

vomiting, no significant differences were observed

between the two groups at 0-, 6-, 12-, and 24-hours post-
surgery. However, it is noteworthy that hypotension at 0

hours was observed in two patients in the RPV + DEX
group and six patients in the RPV + DEXA group, with no

significant difference noted between the groups at this

time point (P = 0.068).

Of the two patients who experienced hypotension in

the RPV + DEX group, only one required vasopressor

administration (5 mg intravenous ephedrine), while the

others were managed with fluid therapy (normal

saline). Conversely, at 3 hours post-surgery, hypotension

was observed in two patients in the RPV + DEXA group

who received fluid therapy, while no cases of

hypotension were detected among RPV + DEX group

patients. This difference between the two study groups

was statistically significant (P = 0.003).

At 0 hours post-CS, bradycardia, sedation, nausea,

and vomiting were observed as complications in only

one patient from the RPV + DEX group. In contrast,
bradycardia and sedation were noted in three cases,

while nausea and vomiting were noted in four cases in

the RPV + DEXA group. However, this difference was not
statistically significant at 0 hours. Similarly, at 3 hours

post-surgery, there was no significant difference
between the two groups in terms of nausea and

vomiting (P = 0.098). Nonetheless, a statistically

significant difference was observed between the two
groups at 3 hours for bradycardia and sedation, which

were more prevalent in the RPV + DEXA group (P = 0.005
and P = 0.048, respectively).

Table 4 provides a detailed breakdown of these

complications, facilitating a comprehensive

comparison between the two study groups.

5. Discussion

The present study compared the analgesic effect of

RPV + DEXA with that of RPV + DEX on pain in pregnant

women undergoing CS using the TAP block method. The

results indicated that the addition of DEX, compared to

https://brieflands.com/articles/aapm-147872
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Table 3. Comparison of the Duration Between the Completion of Surgery and the Onset of Pain, as well as the Onset of the Need for Medication Between the Two Groups

Participating in the Study a

Variables
Ropivacaine Dexmedetomidine Group

(n = 20)
Ropivacaine Dexamethasone Group

(n = 20)
P-Value

Unjustified
P-Value

Justified b

The time between the end of surgery and the
onset of pain

7.95 (1.23) 5.7 (1. 34) 0.028 0.041

The duration of the need for painkillers,
hour

6.2 (1.15) 5.45 (0.60) < 0.001 < 0.001

a Values are expressed as mean (SD).

b Adjusted for body mass index using an independent t-test.

Table 4. Comparison of Complications After Intervention at Different Time Points Measured Between the Two Groups Participating in the Study

Variable and Time Ropivacaine Dexmedetomidine Group (n = 20) Ropivacaine Dexamethasone Group (n = 20) P-Value Unjustified P-Value Justified b

Hypotension

0 2 (1) 6 (4) 0.114 0.068

3 - 2 (10) 0.487 0.003

Bradycardia

0 1 (5) 3 (15) 0.292 0.262

3 - 1 (5) > 0.999 0.005

Sedation

0 1 (5) 4 (20) 0.342 0.15

3 1 (5) 4 (20) > 0.999 0.098

Nausea and vomiting

0 1 (5) 4 (20) 0.342 0.15

3 1 (5) 2 (10) > 0.999 0.098

a Values are expressed as mean (SD).

b Logistic regression model (adjusted for body mass index).

DEXA, to RPV using the TAP block method resulted in a

significant difference in pain control. Additionally, a

statistically significant difference was observed between

the two study groups regarding the time to return of

pain in patients. Consequently, the pain intensity

(except at 0 hours), the duration of analgesia, and the

need for painkillers to manage pain in the group

receiving DEXA were significantly lower than in the

group receiving DEX. Regarding complications,

hypotension, bradycardia, and sedation were

significantly lower in the group receiving DEX (only at 3

hours) than in the group receiving DEXA, while at other

time points, the differences were nonsignificant.

Furthermore, there was no significant difference in

nausea and vomiting between the two study groups at

0, 3, 6, 12, and 24 hours after CS.

The majority (80%) of patients undergoing surgery

reported experiencing postoperative pain. Inadequate

postoperative analgesia can have detrimental effects on

pulmonary function and may also increase sensitivity to

painful stimuli, potentially leading to chronic pain

syndrome (15). Effective postoperative pain

management is crucial not only for hemostasis but also

for reducing treatment costs and shortening the length

of a patient's recovery and hospitalization. The use of

analgesics, such as opioids, alpha-2 agonists,

neostigmine, and vasoconstrictors, in combination with

local anesthesia, is beneficial for enhancing analgesia

and minimizing anesthesia-related complications (16).

Clonidine and DEX exert their effects through

presynaptic and postsynaptic alpha-2 receptors (27).

Consistent with our findings, the study by Singla et

al. demonstrated that combining DEXA with RPV for TAP

block after CS resulted in reduced postoperative pain.

Furthermore, DEXA provided superior pain relief

compared to fentanyl (17).

In line with the findings of our study, recent research

by Stephan et al., Zhu and Sun, and Singh et al. indicated

that incorporating 8 mg of DEXA into peripheral local

anesthetic injections prolonged the duration of

peripheral nerve block analgesia, optimizing efficacy

(28-30). Similarly, our study's results, akin to those of Yi-

https://brieflands.com/articles/aapm-147872
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Han et al. and Sinha et al., showed that augmenting RPV

with DEXA significantly extended the analgesic effect of

RPV post-surgery, aligning with previous research

outcomes. The adjunctive use of DEXA with RPV is

believed to prolong the duration of analgesia, enhance

variability in analgesic duration, and markedly reduce

the need for postoperative narcotics. Multiple studies

have affirmed the safety of DEXA as an adjunct to RPV

anesthesia solution (31, 32).

Research has suggested that adding DEX to RPV in

epidural and caudal anesthesia produces long-lasting

postoperative analgesia with minimal side effects (17, 33,

34). Supplementing RPV with DEX significantly prolongs

the duration of sensory and motor block by improving

the quality of analgesia after surgery compared to RPV

alone (35). According to recent studies by Yang et al., Pan

et al., Li et al., and Yang et al., and in line with our

findings, both DEXA and DEX are effective for pain

management in women undergoing CS when

administered via the TAP block technique. Nonetheless,

DEXA has demonstrated superior efficacy compared to

DEX (16, 23-25).

5.1. Limitations and Recommendations

Our study was conducted at a single center, and the

sample size was relatively small. Additionally, we did not

assess stress levels, depression, sleep quality, or pain

tolerance in our patients, despite their known influence

on postoperative pain severity. Therefore, future studies

should address these limitations to enhance the

generalizability of the findings.

5.2. Conclusions

Our results indicated that the addition of DEXA to

RPV, compared to DEX with RPV, in the TAP block method

for women undergoing CS led to a decrease in pain

intensity, an increase in the duration of analgesia, and a

reduction in the need for opioid administration.

Considering the differences in the effects of these two

drugs, it is recommended to use a combination of RPV

with DEXA in TAP block for women who are candidates

for CS to effectively manage this group.

Footnotes

Authors' Contribution: Study concept and design:

Mohammadreza Jamshidi and Mona Ghaderi;

acquisition of data: Mitra Hojatansari; analysis and

interpretation of data: Mitra Hojatansari; drafting of the

manuscript: Mohammadreza Jamshidi and Mona

Ghaderi; critical revision of the manuscript for

important intellectual content: Mohammadreza

Jamshidi and Mona Ghaderi; statistical analysis: Mona

Ghaderi; administrative, technical, and material

support: Mohammadreza Jamshidi; study supervision:

Mohammadreza Jamshidi and Mona Ghaderi.

Clinical Trial Registration Code:
IRCT20210302050553N1 .

Conflict of Interests Statement: The authors

declared that they have no conflicts of interest.

Data Availability: The dataset presented in the study

is available upon request from the corresponding

author during submission or after publication. The data

are not publicly available due to the confidentiality of

patient information.

Ethical Approval: The sampling protocol for this

study was approved by the Ethics Committee of Zanjan

University of Medical Sciences, Zanjan, Iran, under the

ethical code: IR.ZUMS.REC.1400.022 .

Funding/Support: The authors declared that they

have no funding/support.

Informed Consent: Written informed consent was

obtained from all participants orally.

References

1. Kopitko C, Czermann R, Orosz M, Hangody G, Kiss D, Szabo Z, et al. A

randomized comparative evaluation of local infiltration analgesia,

extended nerve blocks, and conventional analgesia in pain

management after total knee arthroplasty. Jt Dis Relat Surg.

2021;32(2):290-8. [PubMed ID: 34145803]. [PubMed Central ID:

PMC8343869]. https://doi.org/10.52312/jdrs.2021.68.

2. Hashemzadeh K, Dehdilani M, Khanbabayi Gol M. The Effect of

Interval Training on Oxidative Stress Indices Among Women in

Preterm Labor Underwent Coronary Artery Bypass Graft. Int J

Women's Health Repro Sci. 2019;8(4):406-11.

https://doi.org/10.15296/ijwhr.2020.65.

3. Chocron Y, Aljerian A, Thibaudeau S. Upper-Extremity Nerve

Decompression Under Local Anesthesia: A Systematic Review of

Methods for Reduction of Postoperative Pain and Opioid

Consumption. Hand (N Y). 2020;15(4):447-55. [PubMed ID: 30983414].

[PubMed Central ID: PMC7370381].

https://doi.org/10.1177/1558944719843635.

4. Zhu G, Kang Z, Chen Y, Zeng J, Su C, Li S. Ultrasound-guided stellate

ganglion block alleviates stress responses and promotes recovery of

gastrointestinal function in patients. Dig Liver Dis. 2021;53(5):581-6.

[PubMed ID: 33303314]. https://doi.org/10.1016/j.dld.2020.11.028.

5. Kaye AD, Chernobylsky DJ, Thakur P, Siddaiah H, Kaye RJ, Eng LK, et al.

Dexmedetomidine in Enhanced Recovery After Surgery (ERAS)

Protocols for Postoperative Pain. Curr Pain Headache Rep.

2020;24(5):21. [PubMed ID: 32240402]. [PubMed Central ID:

PMC7223065]. https://doi.org/10.1007/s11916-020-00853-z.

6. Yao F, Xu S, Zhang W, Xiong H, Han J, Zhu A. Impacts of different

administration modes of dexmedetomidine with 0.5% ropivacaine

https://brieflands.com/articles/aapm-147872
https://irct.behdasht.gov.ir/trial/55777
https://ethics.research.ac.ir/ProposalCertificateEn.php?id=189518
http://www.ncbi.nlm.nih.gov/pubmed/34145803
https://www.ncbi.nlm.nih.gov/pmc/PMC8343869
https://doi.org/10.52312/jdrs.2021.68
https://doi.org/10.15296/ijwhr.2020.65
http://www.ncbi.nlm.nih.gov/pubmed/30983414
https://www.ncbi.nlm.nih.gov/pmc/PMC7370381
https://doi.org/10.1177/1558944719843635
http://www.ncbi.nlm.nih.gov/pubmed/33303314
https://doi.org/10.1016/j.dld.2020.11.028
http://www.ncbi.nlm.nih.gov/pubmed/32240402
https://www.ncbi.nlm.nih.gov/pmc/PMC7223065
https://doi.org/10.1007/s11916-020-00853-z


Jamshidi M et al. Brieflands

8 Anesth Pain Med. 2024; 14(5): e147872

on intercostal nerve block. Ann Palliat Med. 2020;9(2):447-50.

[PubMed ID: 32268771]. https://doi.org/10.21037/apm.2020.03.25.

7. Haghdoost SM, Khanbabayi Gol M. The Necessity of Paying More

Attention to the Neurological and Psychological Problems Caused by

COVID-19 Pandemic During Pregnancy. Int J Women's Health Repro Sci.

2020;8(3):243-4. https://doi.org/10.15296/ijwhr.2020.40.

8. Hamed MA, Ghaber S, Reda A. Dexmedetomidine and Fentanyl as an

Adjunct to Bupivacaine 0.5% in Supraclavicular Nerve Block: A

Randomized Controlled Study. Anesth Essays Res. 2018;12(2):475-9.

[PubMed ID: 29962619]. [PubMed Central ID: PMC6020562].

https://doi.org/10.4103/aer.AER_50_18.

9. Rao J, Gao Z, Qiu G, Gao P, Wang Q, Zhong W, et al. Nalbuphine and

dexmedetomidine as adjuvants to ropivacaine in ultrasound-guided

erector spinae plane block for video-assisted thoracoscopic

lobectomy surgery: A randomized, double-blind, placebo-controlled

trial. Medicine (Baltimore). 2021;100(32). e26962. [PubMed ID:

34397949]. [PubMed Central ID: PMC8360433].

https://doi.org/10.1097/MD.0000000000026962.

10. Jung HS, Seo KH, Kang JH, Jeong JY, Kim YS, Han NR. Optimal dose of

perineural dexmedetomidine for interscalene brachial plexus block

to control postoperative pain in patients undergoing arthroscopic

shoulder surgery: A prospective, double-blind, randomized

controlled study. Medicine (Baltimore). 2018;97(16). e0440. [PubMed

ID: 29668608]. [PubMed Central ID: PMC5916649].

https://doi.org/10.1097/MD.0000000000010440.

11. Cumpston M, Li T, Page MJ, Chandler J, Welch VA, Higgins JP, et al.

Updated guidance for trusted systematic reviews: a new edition of

the Cochrane Handbook for Systematic Reviews of Interventions.

Cochrane Database Syst Rev. 2019;10(10):ED000142. [PubMed ID:

31643080]. [PubMed Central ID: PMC10284251].

https://doi.org/10.1002/14651858.ED000142.

12. Aghamohamadi D, Khanbabayi Gol M. Checklist for Determining

Severity of Pain and Type and Dosage of Analgesics Administered to

Patients Undergoing Breast Surgeries. Int J Women's Health Repro Sci.

2020;8(2):227-31. https://doi.org/10.15296/ijwhr.2020.36.

13. Jin XB, Xiao R, Zhou W, Liu C, Luo YR, Liu RH, et al. Effect of Different

Modes of Administration of Dexmedetomidine Combined with

Nerve Block on Postoperative Analgesia in Total Knee Arthroplasty.

Pain Ther. 2021;10(2):1649-62. [PubMed ID: 34595723]. [PubMed Central

ID: PMC8586120]. https://doi.org/10.1007/s40122-021-00320-6.

14. Sharma S, Shrestha A, Koirala M. Effect of Dexmedetomidine with

Ropivacaine in Supraclavicular Brachial Plexus Block. Kathmandu

Univ Med J (KUMJ). 2019;17(67):178-83. [PubMed ID: 33305744].

15. Li J, Yang JS, Dong BH, Ye JM. The Effect of Dexmedetomidine Added to

Preemptive Ropivacaine Infiltration on Postoperative Pain After

Lumbar Fusion Surgery: A Randomized Controlled Trial. Spine (Phila

Pa 1976). 2019;44(19):1333-8. [PubMed ID: 31095117].

https://doi.org/10.1097/BRS.0000000000003096.

16. Pan W, Liu G, Li T, Sun Q, Jiang M, Liu G, et al. Dexmedetomidine

combined with ropivacaine in ultrasound‑guided tranversus

abdominis plane block improves postoperative analgesia and

recovery following laparoscopic colectomy. Experimental and

Therapeutic Med. 2020. https://doi.org/10.3892/etm.2020.8508.

17. Singla N, Garg K, Jain R, Malhotra A, Singh MR, Grewal A. Analgesic

efficacy of dexamethasone versus dexmedetomidine as an adjuvant

to ropivacaine in ultrasound-guided transversus abdominis plane

block for post-operative pain relief in caesarean section: A

prospective randomised controlled study. Indian J Anaesth.

2021;65(Suppl 3):S121-6. [PubMed ID: 34703057]. [PubMed Central ID:

PMC8500199]. https://doi.org/10.4103/ija.IJA_228_21.

18. Alavi M, Karimi N, Safaei M. Application of Various Types of

Liposomes in Drug Delivery Systems. Adv Pharm Bull. 2017;7(1):3-9.

[PubMed ID: 28507932]. [PubMed Central ID: PMC5426731].

https://doi.org/10.15171/apb.2017.002.

19. Lu Q, Dong CS, Yu JM, Sun H, Sun P, Ma X, et al. The dose response of

sufentanil as an adjuvant to ropivacaine in cesarean section for relief

from somato-visceral pain under epidural anesthesia in parturients

with scarred uterus. Medicine (Baltimore). 2018;97(38). e12404.

[PubMed ID: 30235712]. [PubMed Central ID: PMC6160163].

https://doi.org/10.1097/MD.0000000000012404.

20. Yang Y, Song C, Song C, Li C. Addition of dexmedetomidine to

epidural morphine to improve anesthesia and analgesia for cesarean

section. Exp Ther Med. 2020;19(3):1747-54. [PubMed ID: 32104229].

[PubMed Central ID: PMC7027145].

https://doi.org/10.3892/etm.2020.8429.

21. Cao X, Zhang X. Comparison of different sufentanil-tramadol

combinations for pain relief within the first 24 hours after cesarean

section: a retrospective study. J Pain Res. 2018;11:2445-51. [PubMed ID:

30425558]. [PubMed Central ID: PMC6205140].

https://doi.org/10.2147/JPR.S177500.

22. Singh S, Dhir S, Marmai K, Rehou S, Silva M, Bradbury C. Efficacy of

ultrasound-guided transversus abdominis plane blocks for post-

cesarean delivery analgesia: a double-blind, dose-comparison,

placebo-controlled randomized trial. Int J Obstet Anesth.

2013;22(3):188-93. [PubMed ID: 23648056].

https://doi.org/10.1016/j.ijoa.2013.03.003.

23. Yang J, Zhao M, Zhang XR, Wang XR, Wang ZH, Feng XY, et al.

Ropivacaine with Dexmedetomidine or Dexamethasone in a

Thoracic Paravertebral Nerve Block Combined with an Erector Spinae

Plane Block for Thoracoscopic Lobectomy Analgesia: A Randomized

Controlled Trial. Drug Des Devel Ther. 2022;16:1561-71. [PubMed ID:

35655534]. [PubMed Central ID: PMC9152436].

https://doi.org/10.2147/DDDT.S366428.

24. Li F, Guo L, Huang Z, Lin F, Pan L. Effects of dexmedetomidine as an

adjuvant to ropivacaine or ropivacaine alone on duration of

postoperative analgesia: A systematic review and meta-analysis of

randomized controlled trials. PLoS One. 2023;18(10). e0287296.

[PubMed ID: 37819905]. [PubMed Central ID: PMC10566714].

https://doi.org/10.1371/journal.pone.0287296.

25. Yang P, Luo Y, Lin L, Zhang H, Liu Y, Li Y. The efficacy of transversus

abdominis plane block with or without dexmedetomidine for

postoperative analgesia in renal transplantation. A randomized

controlled trial. Int J Surg. 2020;79:196-201. [PubMed ID: 32502705].

https://doi.org/10.1016/j.ijsu.2020.05.073.

26. Gao Z, Xiao Y, Wang Q, Li Y. Comparison of dexmedetomidine and

dexamethasone as adjuvant for ropivacaine in ultrasound-guided

erector spinae plane block for video-assisted thoracoscopic

lobectomy surgery: a randomized, double-blind, placebo-controlled

trial. Ann Transl Med. 2019;7(22):668. [PubMed ID: 31930069]. [PubMed

Central ID: PMC6944602]. https://doi.org/10.21037/atm.2019.10.74.

27. Gabriel RA, Swisher MW, Sztain JF, Furnish TJ, Ilfeld BM, Said ET. State

of the art opioid-sparing strategies for post-operative pain in adult

surgical patients. Expert Opin Pharmacother. 2019;20(8):949-61.

[PubMed ID: 30810425].

https://doi.org/10.1080/14656566.2019.1583743.

28. Stephan JC, Saba H, El Metni A, Kamel K. B353 Comparision of

dexmedetomidine, dexamethasone, ketamine as adjuvants to

ropivacaine in transverse abdominis plane block for cesarean

section: a prospective randomized study. Postoperative pain

management. 2022. p. A253.2-A253.

29. Zhu M, Sun W. Analgesic Effects of Ropivacaine Combined With

Dexmedetomidine in Transversus Abdominis Plane Block in Patients

Undergoing Laparoscopic Cholecystectomy: A Systematic Review and

Meta-Analysis. J Perianesth Nurs. 2023;38(3):493-503. [PubMed ID:

36710235]. https://doi.org/10.1016/j.jopan.2022.09.003.

30. Singh G, Gupta KK, Singh A, Garg H. Effect of Adding Dexamethasone

to Ropivacaine in Transversus Abdominis Plane Block for Lower

Abdominal Surgeries: A Prospective Randomized Trial. J Res

https://brieflands.com/articles/aapm-147872
http://www.ncbi.nlm.nih.gov/pubmed/32268771
https://doi.org/10.21037/apm.2020.03.25
https://doi.org/10.15296/ijwhr.2020.40
http://www.ncbi.nlm.nih.gov/pubmed/29962619
https://www.ncbi.nlm.nih.gov/pmc/PMC6020562
https://doi.org/10.4103/aer.AER_50_18
http://www.ncbi.nlm.nih.gov/pubmed/34397949
https://www.ncbi.nlm.nih.gov/pmc/PMC8360433
https://doi.org/10.1097/MD.0000000000026962
http://www.ncbi.nlm.nih.gov/pubmed/29668608
https://www.ncbi.nlm.nih.gov/pmc/PMC5916649
https://doi.org/10.1097/MD.0000000000010440
http://www.ncbi.nlm.nih.gov/pubmed/31643080
https://www.ncbi.nlm.nih.gov/pmc/PMC10284251
https://doi.org/10.1002/14651858.ED000142
https://doi.org/10.15296/ijwhr.2020.36
http://www.ncbi.nlm.nih.gov/pubmed/34595723
https://www.ncbi.nlm.nih.gov/pmc/PMC8586120
https://doi.org/10.1007/s40122-021-00320-6
http://www.ncbi.nlm.nih.gov/pubmed/33305744
http://www.ncbi.nlm.nih.gov/pubmed/31095117
https://doi.org/10.1097/BRS.0000000000003096
https://doi.org/10.3892/etm.2020.8508
http://www.ncbi.nlm.nih.gov/pubmed/34703057
https://www.ncbi.nlm.nih.gov/pmc/PMC8500199
https://doi.org/10.4103/ija.IJA_228_21
http://www.ncbi.nlm.nih.gov/pubmed/28507932
https://www.ncbi.nlm.nih.gov/pmc/PMC5426731
https://doi.org/10.15171/apb.2017.002
http://www.ncbi.nlm.nih.gov/pubmed/30235712
https://www.ncbi.nlm.nih.gov/pmc/PMC6160163
https://doi.org/10.1097/MD.0000000000012404
http://www.ncbi.nlm.nih.gov/pubmed/32104229
https://www.ncbi.nlm.nih.gov/pmc/PMC7027145
https://doi.org/10.3892/etm.2020.8429
http://www.ncbi.nlm.nih.gov/pubmed/30425558
https://www.ncbi.nlm.nih.gov/pmc/PMC6205140
https://doi.org/10.2147/JPR.S177500
http://www.ncbi.nlm.nih.gov/pubmed/23648056
https://doi.org/10.1016/j.ijoa.2013.03.003
http://www.ncbi.nlm.nih.gov/pubmed/35655534
https://www.ncbi.nlm.nih.gov/pmc/PMC9152436
https://doi.org/10.2147/DDDT.S366428
http://www.ncbi.nlm.nih.gov/pubmed/37819905
https://www.ncbi.nlm.nih.gov/pmc/PMC10566714
https://doi.org/10.1371/journal.pone.0287296
http://www.ncbi.nlm.nih.gov/pubmed/32502705
https://doi.org/10.1016/j.ijsu.2020.05.073
http://www.ncbi.nlm.nih.gov/pubmed/31930069
https://www.ncbi.nlm.nih.gov/pmc/PMC6944602
https://doi.org/10.21037/atm.2019.10.74
http://www.ncbi.nlm.nih.gov/pubmed/30810425
https://doi.org/10.1080/14656566.2019.1583743
http://www.ncbi.nlm.nih.gov/pubmed/36710235
https://doi.org/10.1016/j.jopan.2022.09.003


Jamshidi M et al. Brieflands

Anesth Pain Med. 2024; 14(5): e147872 9

Innovation Anesthesia. 2022;7(2):48-52. https://doi.org/10.5005/jp-

journals-10049-2012.

31. Yi-Han W, Rong T, Jun L, Min W, Yan Z, Yi L, et al. Dexmedetomidine

combined with ropivacaine for erector spinae plane block after

posterior lumbar spine surgery: a randomized controlled trial. BMC

Musculoskelet Disord. 2022;23(1):235. [PubMed ID: 35277166]. [PubMed

Central ID: PMC8915521]. https://doi.org/10.1186/s12891-022-05198-9.

32. Sinha J, Pokhriyal AS, Asthana V, Nautiyal R. Dexmedetomidine vs

Dexamethasone as an Adjuvant to Levobupivacaine in Ultrasound-

Guided Transversus Abdominis Plane Block for Postoperative

Analgesia in Patients Undergoing Total Abdominal Hysterectomies.

Anesth Pain Med. 2023;13(6). e142059. [PubMed ID: 38666229].

[PubMed Central ID: PMC11041814]. https://doi.org/10.5812/aapm-

142059.

33. Elhamamy N. Ultrasound-Guided Transversus Abdominis Plane Block

by Using Bupivacaine Alone or When Mixed with Dexmedetomidine

or Dexamethazone for Pain Relief Among Abdominal Hysterectomy

Patients. J Gynecol Womens Health. 2020;18(1).

https://doi.org/10.19080/jgwh.2020.18.555979.

34. Marhofer D, Kettner SC, Marhofer P, Pils S, Weber M, Zeitlinger M.

Dexmedetomidine as an adjuvant to ropivacaine prolongs

peripheral nerve block: a volunteer study. Br J Anaesth.

2013;110(3):438-42. [PubMed ID: 23161360].

https://doi.org/10.1093/bja/aes400.

35. Andersen JH, Grevstad U, Siegel H, Dahl JB, Mathiesen O, Jaeger P.

Does Dexmedetomidine Have a Perineural Mechanism of Action

When Used as an Adjuvant to Ropivacaine?: A Paired, Blinded,

Randomized Trial in Healthy Volunteers. Anesthesiology.

2017;126(1):66-73. [PubMed ID: 27792047].

https://doi.org/10.1097/ALN.0000000000001429.

https://brieflands.com/articles/aapm-147872
https://doi.org/10.5005/jp-journals-10049-2012
https://doi.org/10.5005/jp-journals-10049-2012
http://www.ncbi.nlm.nih.gov/pubmed/35277166
https://www.ncbi.nlm.nih.gov/pmc/PMC8915521
https://doi.org/10.1186/s12891-022-05198-9
http://www.ncbi.nlm.nih.gov/pubmed/38666229
https://www.ncbi.nlm.nih.gov/pmc/PMC11041814
https://doi.org/10.5812/aapm-142059
https://doi.org/10.5812/aapm-142059
https://doi.org/10.19080/jgwh.2020.18.555979
http://www.ncbi.nlm.nih.gov/pubmed/23161360
https://doi.org/10.1093/bja/aes400
http://www.ncbi.nlm.nih.gov/pubmed/27792047
https://doi.org/10.1097/ALN.0000000000001429

